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Chair, Florida Board of Medicine 


Notice of Proposed Rule 


DEPARTMENT OF HEALTH 

Board of Medicine 

RULE NO.: RULE TITLE: 

64B8-9.019 Standards of Practice for the Treatment of Gender Dysphoria in Minors 

PURPOSE AND EFFECT: The proposed new rule will set the practice standards for the treatment of gender 
dysphoria in minors. 

SUMMARY: The new rule will set the practice standards for treatment of gender dysphoria in minors. 

SUMMARY OF STATEMENT OF ESTIMATED REGULATORY COSTS AND LEGISLATIVE 
RATIFICATION: 

The Agency has determined that this will not have an adverse impact on small business or likely increase directly or 
indirectly regulatory costs in excess of $200,000 in the aggregate within one year after the implementation of the 
tule. A SERC has not been prepared by the Agency. 

The Agency has determined that the proposed rule is not expected to require legislative ratification based on the 
statement of estimated regulatory costs or if no SERC is required, the information expressly relied upon and 
described herein: During discussion of the economic impact of this rule at its Board meeting, the Board concluded 
that this rule change will not have any impact on licensees and their businesses or the businesses that employ them. 
The rule will not increase any fees, business costs, personnel costs, will not decrease profit opportunities, and will 
not require any specialized knowledge to comply. This change will not increase any direct or indirect regulatory 
costs. Hence, the Board determined that a Statement of Estimated Regulatory Costs (SERC) was not necessary and 
that the rule will not require ratification by the Legislature. No person or interested party submitted additional 
information regarding the economic impact at that time. 

Any person who wishes to provide information regarding a statement of estimated regulatory costs, or provide a 
proposal for a lower cost regulatory alternative must do so in writing within 21 days of this notice. 

RULEMAKING AUTHORITY: 458.331(1)(v) FS. 

LAW IMPLEMENTED: 458.331(1)(v) FS. 

IF REQUESTED WITHIN 21 DAYS OF THE DATE OF THIS NOTICE, A HEARING WILL BE SCHEDULED 
AND ANNOUNCED IN THE FAR. 

THE PERSON TO BE CONTACTED REGARDING THE PROPOSED RULE IS: Paul Vazquez, J.D., Executive 
Director, Board of Medicine/MQA, 4052 Bald Cypress Way, Bin #C03, Tallahassee, Florida 32399-3253, 
Paul. Vazquez@flhealth. gov 


THE FULL TEXT OF THE PROPOSED RULE IS: 


64B8-9.019 Standards of Practice for the Treatment of Gender Dysphoria in Minors. 
1) The following therapies and procedures performed for the treatment of gender dysphoria in minors are 

prohibited. 

(a) Sex reassignment surgeries, or any other surgical procedures, that alter primary or secondary sexual 
characteristics. 

(b) Puberty blocking, hormone, and hormone antagonist therapies. 

(2) Minors being treated with puberty blocking, hormone, or hormone antagonist therapies prior to the effective 
date of this rule may continue with such therapies. 
Rulemaking Authority 458.331(1)(v) FS. Law Implemented 458.331(1)(v) FS. History-New 


NAME OF PERSON ORIGINATING PROPOSED RULE: Rules/Legislative Committee, Board of Medicine 
NAME OF AGENCY HEAD WHO APPROVED THE PROPOSED RULE: Board of Medicine 

DATE PROPOSED RULE APPROVED BY AGENCY HEAD: November 4, 2022 

DATE NOTICE OF PROPOSED RULE DEVELOPMENT PUBLISHED IN FAR: September 1, 2022 
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Our criticism of gender affirmative therapy for minors was first published in 2018. 


Michael K. Laidlaw, MD. 21 Feb 2023 


Definitions 
I Gender Identity - an internal feeling of being a 
boy, a girl, or some variation 
I Gender Dysphoria - a discomfort with one’s sex 
& perceived gender leading to significant 
distress and impairment of functioning lasting at 
least 6 months 
_1 Desistance of Children by adulthood: 50-98%* 


*Ristori J, Steensma TD. Gender dysphoria in childhood. Int Rev Psychiatry. 2016;28(1):13-20. 
Also From the DSM-5: “Rates of persistence of gender dysphoria from childhood into adolescence or adulthood vary...In natal males, persistence 
has ranged from 2.2% to 30%. In natal females, persistence has ranged from 12% to 50%” (American Psychiatric Association, 2013). 
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Where do | find the gender identity? 
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Q: CT, Ultrasound, Blood Test, MRI, Brain biopsy, genetic testing? 


A: None of the above. 
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There are only two human sexes 


*There are only two types of gametes each originating from either a male or a 
female. No other type of human gamete exists. Michael K. Laidlaw, MD. 21 Feb 2023 


Permanent Sexual Developmental Differentiation 


a Bipotential gonad 


Male hormones: 
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Nature Reviews | Genetics 


Sexual organ 
differentiation occurs 
between gestational 
weeks 8-12. 

There is a bifurcation in 
the pathway for males 
and females. Unique 
structures are created 
for each. The unused 
ductal system is 
obliterated. A person 
cannot change from 
one path to the other. 
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Gender Affirmative Therapy 


Social Transition 
Puberty Blockers 
Cross Sex Hormones 


Surgical Modifications 


Michael K. Laidlaw, MD. 21 Feb 2023 


Long Term Mortality 


Cross Sex Hormones and Surgery 
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1. Dhejne C, Lichtenstein P, Boman M, Johansson AL, L’angstr’om N, Land'en M. Long-term follow-up of transsexual persons undergoing sex reassignment surgery: cohort study in 
Sweden. PLoS One. 2011;6(2):e16885. 
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“Caused by GnRH analogues such as Lupron 
Michael K. Laidlaw, MD. 21 Feb 2023 


Puberty - Tanner Stages 


Male Female 


MeKomorniczak, 
polish wikipedist. 
"Tanner scale- 
female.svg" 


M-Komorniczak, 
polish wikipedist. 
"Tanner scale- 
male.svg" 
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Effects of Puberty Blockers 
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side Effects of Blockade of Normal Puberty 


i rare 


Stunting of penile and testicular growth Menopause like state 
Blockade of normal breast development 


Sexual dysfunction: Impairment of Decreased blood flow to vagina and vulva 
erection, orgasm, ejaculation 


Sexual dysfunction: Thinning of vaginal 
epithelium, vaginal atrophy, anorgasmia 


Prevention of spermatogenesis - infertility | Prevention of menses/ovulation - infertility 


Disruption of normal brain development Disruption of normal brain development 
Disruption of normal bone Disruption of normal bone 
development/strength development/strength 
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Cross Sex Hormones - Testosterone 
6-100X higher than endogenous female levels 


Female Testosterone (ng/dL) 


Normal i 


FtM Transition 


0 250 500 750 1000 


Image by Michael K Laidlaw. MD. Approximate total testosterone in ng/dL based on laboratory, etc. FtM transition from 2017 Endo 
Society Guidelines on Gender Dysphoria. With PCOS testosterone levels may be as high as 150. With endocrine tumors testosterone 
may be in the 150-1000 range. The recommendations of the Endocrine Society/WPATH are to bring levels into the 300-1000 range 


which is 6-100 times higher than normal pacogenous api female levels. 21 Feb 2023 
ichae aidlaw, e 


Side Effects of Cross Sex Hormones 


Males on Estrogen Females on testosterone 


increased risk of myocardial infarction and | increased risk of myocardial infarction and 


death due to cardiovascular disease* death due to cardiovascular disease* 

Thromboembolism 5X Increased risk * Erythrocytosis** 

Gallstones** Severe liver dysfunction** 

Hypertriglyceridemia** Hypertension** 

Breast Cancer risk increased 46 X*** Breast, uterine, ovarian cancer risk ** 

Gynecomastia** Hirsutism, deepening of the voice** Michael K. 
Laidlaw, 

Sexual dsyfunction, infertility**** Sexual dsyfunction, infertility**** Be sm 


*Irwig MS. "Cardiovascular health in transgender people." Rev Endocr Metab Disord. 2018;19(3):243-251. **Hembree WC, et al., “Endocrine Treatment of 
Gender-Dysphoric/Gender-Incongruent Persons: An Endocrine Society Clinical Practice Guideline,” The Journal of Clinical Endocrinology & Metabolism, 
Volume 102, Issue 11 (Nov. 1, 2017). ***Christel J M de Blok, et al. "Breast cancer risk in transgender people receiving hormone treatment: nationwide cohort 
study in the Netherlands" BMJ 2019; 365. (Published 14 May 2019). Laidlaw MK, Cretella M, Donovan K. "The Right to Best Care for Children Does Not 
Include the Right to Medical Transition". The American Journal of Bioethics. 19(2), Feb 2019. 


side Effects of High Dose Testosterone/ 
Anabolic Steroid Abuse 


Parr more common and severe as 
Irritability r 
the dose increases 
Aggressiveness 
Studies have shown: 
Euphoria 23% of subjects using high 


doses of steroids met DSM 


Grandiose Beliefs REES , 
criteria for a major mood 


Hyperactivity syndrome (mania, hypomania, 
and major depression) 
3.4-12% developed psychotic 


Reckless or Dangerous Behavior symptoms 


Hall Ryan CW, Hall Richard CW, Chapman MJ. "Psychiatric Complications of Anabolic Steroid Abuse". 


Psychosomatics 46:4, July-August 2005. Michael K. Laidlaw, MD. 21 Feb 2023 


Surgical Conversion Therapy - Mastetomy 
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"transgender man Jackson-Pratt drains after keyhole mastectomy" 
author: Intellec7. File:Post-operative Jackson-Pratt Drains.JPGan with Jack 


Mastectomy of Healthy Female Breasts for GD 


Figure. Age at Chest Surgery in the Postsurgical Cohort 

Surgeries 
occurring on girls 
as young as 13. 
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Graph includes all study participants who had undergone chest reconstruction 
(n = 68). 


Olson-Kennedy J, Warus J, Okonta V, Belzer M, Clark LF. Chest Reconstruction and Chest Dysphoria in Transmasculine Minors and 
Young Adults: Comparisons of Nonsurgical and Postsurgical Cohorts. JAMA Pediatr. 2018 May 1;172(5):431-436. 


Surgical Conversion Therapy 


Because of very small penis size due to puberty blockers, a segment of large 
bowel is used to extend the pseudo-vaginal cavity. 


Figure 2 A and B - (A) Colocolostomy has been completed and the distal end of the colonic segment has been anastomosed 
to the opened rudimentary vaginal pit, (B): The peritoneum was closed above the transposed bowel and the neovagina was 
loosely packed with Vaseline gauze. 
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Shane Morrison, Thomas Satterwhite, David Grant, Johanna Kirby, Donald Laub, Judy VanMaasdam. Long-Term Outcomes of 


Rectosigmoid Neocolporrhaphy in Male-to-Female Gender Reassignment Surgery. Plastic and Reconstructive Surgery 136(2):386— 
394, AUG 2015. Michael K. Laidlaw, MD. 21 Feb 2023 


Surgical Conversion Therapy 


Phalloplasty 


A recent systematic 
review and meta- 
analysis of 1731 
patients who underwent 
phalloplasty found very 
high rates of 
complications (76.5%) 
including a urethral 
fistula rate of 34.1% 
and urethral stricture 
rate of 25.4%. 


Image: Giulio Garaffa, 
RENT. David J. Ralph. Free 
Aue iinaube Flap Phalloplasty For 

Female To Male Gender 
Dysphoria. The Journal 
of Sexual Medicine. 
Volume 13, Issue 12, 
2016. p.1942-1947. 
https://doi.org/10.1016/j.j 
sxm.2016.10.004. 


Wang AMQ, Tsang V, Mankowski P, 
Demsey D, Kavanagh A, Genoway 
K. Outcomes Following Gender 
Affirming Phalloplasty: A Systematic 
Review and Meta-Analysis. Sex Med 
Rev. 2022 Aug 25:S2050- 


0521(22)00012-9. doi: ; 
10.1016/j.sxmr.2022.03.002. E Michael K. Laidlaw, MD. 21 Feb 2023 


What happens when you force a Square Peg 


into a Round hole? 


Michael K. Laidlaw, MD. 28 Oct 2022 
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Endocrine Society Gender Guidelines 2017 - COI 
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Endocrine Society Gender Guidelines 2017 


The Endocrine Society’s clinical practice 
guidelines are developed to be of assistance to endocrinologists 
by providing guidance and recommendations for particular 
areas of practice. The guidelines should not be considered in- 
clusive of all proper approaches or methods, or exclusive of 
others. The guidelines cannot guarantee any specific outcome, p. 3895 

The guidelines are 
not intended to dictate the treatmen a particular patient. 
Treatment decisions must be made based on the independent 
judgement of healthcare providers and each patient’s indivi- 
dual circumstances. 


Not Standard of Care!! 
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2.0 Treatment of adolescents 
2: 


2.2. 


2.3: 


2.4. 


We suggest that adolescents who meet diagnostic 
criteria for GD/gender incongruence, fulfill cri- 
teria for treatment, and are requesting treatment 
should initially undergo treatment to suppress 
pubertal development. (2 |G@OO) 

We suggest that clinicians begin pubertal hor- 
mone suppression after girls and boys first exhibit 
physical changes of puberty. (2 |IGB@OO) 

We recommend that, where indicated, GnRH 
analogues are used to suppress pubertal hor- 
mones. (1 |BBOO) 

In adolescents who request sex hormone treat- 
ment (given this is a partly irreversible treatment), 
we recommend initiating treatment using a 
gradually increasing dose schedule after a mul- 
tidisciplinary team of medical and MHPs has 


ine Society Guidelines 


2:3. 


2.6. 


mendation and the quality of evidence. In terms of the strength 
ofthe recommendation, strong recommendations use the phrase 
“we recommend” and the number 1, and weak recommenda- 
tions use the phrase “we suggest” and the number 2. Cross-filled 
circles indicate the quality of the evidence, such that BOOO 
denotes very low-quality evidence; BBOO, low quality; 
®®®O, moderate quality; and PAPE, high quality. The task 


= 


contirmed the persistence ot GD/gender ın- 
congruence and sufficient mental capacity to give 
informed consent, which most adolescents have 
by age 16 years. (1 IOO). 

We recognize that there may be compelling 
reasons to initiate sex hormone treatment prior 
to the age of 16 years in some adolescents with GD/ 
gender incongruence, even though there are 
minimal published studies of gender-affirming 
hormone treatments administered before age 13.5 
to 14 years. As with the care of adolescents 
>16 years of age, we recommend that an ex- 
pert multidisciplinary team of medical and 
MHPs manage this treatment. (1 |BO00) 
We suggest monitoring clinical pubertal devel- 
opment every 3 to 6 months and laboratory 
parameters every 6 to 12 months during sex 
hormone treatment. (2 |B®OO) 


All of the guidelines for adolescents are low, very low quality or 
absent evidence. 


WPATH SOC 8 


In a correction to the SOC 8, all guidelines for minimum age of surgery were removed, 
meaning a minor of any age could be referred for any of following GAT surgeries: 

o —Chest masculinization: had been 15 years old 

o — Breast augmentation, Facial Surgery: had been 16 years old 

o —Metoidioplasty, Orchiectomy, Vaginoplasty, Hysterectomy, Fronto-orbital remodeling: 

had been 17 years old 

o — Phalloplasty: had been 18 years old (WPATH SOC 8 Correction, p. S261). 
All guidelines for minimum age of opposite sex hormones were also removed. 
The minimum age recommendations were retracted, it appears, in contradiction to the 
recommendation of their own expert consensus: "On page S66, the following text was removed: 
‘Age recommendations for irreversible surgical procedures were determined by a review of existing 


literature and the expert consensus of mental health providers, medical providers, and surgeons highly 
experienced in providing care to TGD adolescents.” (WPATH SOC 8 Correction, p. S260) 


WPATH SOC 8 Correction, International Journal of Transgender Health, 23:supl, S259- S261, 
DOI: 10.1080/26895269.2022.2125695 
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WPATH SOC 8 


e The SOC8 used an aberrant form of the GRADE approach for systematic reviews that 
removed the grading of quality of evidence (which should be categorized as very low, low, 
moderate, and high quality). Instead any recommendation of "recommend" is automatically 
assigned as high quality of evidence. (Coleman et. al, 2022, p. S250) 

e SOC 8 also failed to provide evidence profile tables which should include “an explicit 
judgment of each factor that determines the quality of evidence for each outcome" 
(Guyatt et al., 2021). 

e A chapter regarding eunuchs was inserted into SOC 8 that gives recommendations for 
how to induce hypogonadism in men who have the eunuch "gender identity" by either 
orchiectomy [testicle removal] or chemical castration such as with GnRH analogues 
(Coleman et al., 2022, p. S88). 

e WPATH SOC 8 is an extreme document and presents a grave danger to minors. 


Coleman E, et al. "Standards of Care for the Health of Transgender and Gender Diverse People, Version 8". International Journal 
of Transgender Health. 06 Sep 2022. International Journal of Transgender Health. 


https://doi.org/10.1080/26895269.2022.2100644. 
Michael K. Laidlaw, MD. 21 Feb 2023 


Gender Dysphoria 
How can these kids be helped? 

e Investigate autism, depression, anxiety, bipolar 
disorder, physical or sexual abuse, self harm. Family 
problems - marital dissolution, interfamily conflict 

e Identify and Properly Treat psychological comorbidities 

e Individual Counseling 


e Family Counseling 


Michael K. Laidlaw, MD. 21 Feb 2023 


Adolescent Affirmative Ther 


This is not standard of care. 
We do not have the technology to make a male become a female, or a female 
become a male 

We do not know the long term outcomes of these medical/surgical interventions. 
No long term studies to assess the degree of harm in this age group. 
Medications are being used off-label and at high doses without proper FDA risk 
assessment profiles. 

The quality of evidence in the Endocrine Society’s own guidelines for children 
and adolescents is low to very low quality or absent. 

WPATH SOC 8 is an extreme document and presents a grave danger to 
minors. 

Desisters/Detransitioners have been ignored. 


Michael K. Laidlaw, MD. 21 Feb 2023 


Medical Dangers of Gender Affirmative 
Therapy 
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Medical Concerns Regarding Gender Affirmative Care 


My name is Michael K. Laidlaw, MD. | am a board certified Endocrinologist and have been 
practicing Endocrinology in the state of California for over 16 years. | have published articles, 
spoken publicly, and have served as an expert witness on the topic of gender dysphoria and its 
treatment. 


Summary 

e Gender Affirmative Therapy (GAT) can cause permanent harms to minors including 
future sterility, increased cardiovascular and cancer risks, bone disease and death. 

e In my professional opinion as an endocrinologist, no child or adolescent should receive 
puberty blockers to block normal puberty, nor should they receive supraphysiologic 
doses of opposite sex hormones to attempt to alter secondary sex characteristics, nor 
should they have surgeries to remove or alter the breasts, genitalia or reproductive tracts 
as part of GAT. 

e The child cannot consent or assent to these procedures. The parent or guardian also 
cannot consent to the life altering changes resulting from GAT. 


Background 


Gender Identity 
One cannot do imaging of the human brain to find the gender identity. Likewise, there is no 
other test such as an MRI or CT scan, laboratory test, biopsy of tissue, autopsy of the brain, 
genetic testing, or other biological markers that can identify the gender identity. In other words, 


there is no objective physical measure to identify either gender identity or gender dysphoria 
(Laidlaw et al., 2019). 


High Prevalence of psychological illness in youth with gender dysphoria 
In “a study of the Finnish gender identity service, ‘75% of adolescents [assessed] had been or 
were currently undergoing child and adolescent psychiatric treatment for reasons other than 


gender dysphoria’ (Kaltiala-Heino, 2015). In fact, ‘68% had their first contact with psychiatric 
services due to other reasons than gender identity issues.’ The same study also showed that 
26% percent had an autistic spectrum disorder and that a disproportionate number of females 
(87%) were presenting to the gender clinics compared to the past’. 


High Rates of Desistance 
Most youths will grow out of gender dysphoria. Desistance is a term indicating that the child, 
adolescent, or adult who initially presented with gender incongruence has come to experience a 
realignment of their internal sense of gender and their physical body. “Children with [gender 
dysphoria] will outgrow this condition in 61% to 98% of cases by adulthood. There is currently 
no way to predict who will desist and who will remain dysphoric” (Laidlaw et al., 2019; Ristori & 
Steensma, 2016). 


Biology 


There are only two sexes. This is readily known scientifically by examining human gametes. 
There are only two: the ovum or egg of the female and sperm of the male. Puberty is an 
essential part of human development. Its purpose is to achieve full adult sexual function and 
reproductive capacity. Kids should not be made afraid to go through natural puberty, but should 
receive psychological support if they are distressed during this time of life. 


Gender affirmative therapy or care 


4 Stages 
This consists of four stages: social transition, puberty blockade, administration of opposite sex 
hormones, and surgical modifications of the body. 


Suicide and adverse mental health outcomes associated with gender affirmative therapy 
The most comprehensive study of its kind is from Sweden in 2011. The authors examined data 
from 324 patients over a 30-year time period (Dhejne, 2011). The patients had taken opposite 
sex hormones and had undergone sex reassignment surgery. They used population controls 
matched by birth year, birth sex, and reassigned sex. When followed out beyond ten years, the 
sex-reassigned group had nineteen times the rate of completed suicides and nearly three 
times the rate of all-cause mortality and inpatient psychiatric care compared to the general 
population of Sweden. 


More recently a study of 315 youths aged 12-20 who were given opposite sex hormones. This 
was a two year study which had no control group. The most common adverse reaction was 


suicidal ideation and two youths died of suicide (Chen, 2023). The deaths occurred in spite of 
the fact that proponents call it "life-saving" therapy (Matouk and Wald, 2023). 


Puberty Blockers 


Blocking normal puberty with medications such as Lupron causes the medical condition of 
hypogonadotropic hypogonadism. There is no FDA indication for blocking the normal puberty of 
healthy kids. The consequences of blocking normal puberty are shown in Figures 1 and 2. 


Side Effects of Blockade of Normal Puberty 


Male Female 


Stunting of penile and testicular growth Menopause like state 
Blockade of normal breast development 


Sexual dysfunction: Impairment of Decreased blood flow to vagina and vulva 
erection, orgasm, ejaculation 


Sexual dysfunction: Thinning of vaginal 
epithelium, vaginal atrophy, anorgasmia 


Prevention of spermatogenesis - infertility | Prevention of menses/ovulation - infertility 


Disruption of normal brain development Disruption of normal brain development 
Disruption of normal bone Disruption of normal bone 
development/strength development/strength 


Michael K. Laidlaw, MD. 24 Sep 2022 
Figure 1 


Neuropsychological Effects of Puberty Blockers 


Emotional lability, mood changes, headaches* 
Nervousness, anxiety, agitation, confusion, delusions, insomnia, depression* 


“Monitor for development or worsening of psychiatric symptoms. Use with caution 
in patients with a history of psychiatric illness.” * 


*Lupron Depot-Ped. Highlights of Prescribing Information. AbbVie Inc. Accessed May 1, 2022. 
https://www.rxabbvie.com/pdf/lupronpediatric.pdf 


Tavistock and Portman GIDS UK** 


No statistically significant difference in psychosocial functioning in blockers vs 
support 


Children reported greater self harm 
Girls exhibited more behavioral and emotional problems, greater dissatisfaction 


with body 


“Michael Biggs. "Tavistock’s Experimentation with Puberty Blockers: Scrutinizing the Evidence". Transgender Trend. March 
2, 2019 Michael K. Laidlaw, MD. 24 Sep 2022 


Figure 2 


Opposite sex hormones 


Cross or opposite sex hormones are being given in very high doses to youths with gender 
dysphoria. 

Common female medical conditions such as polycystic ovarian syndrome are associated with 
testosterone levels up to 150 ng/dL. Uncommon endocrine tumors may have testosterone levels 
in the 150 to 1000 range. What is recommended for females as part of gender affirmative 
therapy is to bring levels up into the 300-1000 range (Laidlaw et al., 2019) These testosterone 
levels for females are between 6 to 100 times higher than the normal levels found in their bodies 
(Figure 3). 


Cross Sex Hormones - Testosterone 
6-100X higher than endogenous female levels 


Female Testosterone (ng/dL) 


Normal iil 
| 


Endo tumor 


FtM Transition | 


0 250 500 750 1000 


Image by Michael K Laidlaw. MD. Approximate total testosterone in ng/dL based on laboratory, etc. FtM transition from 2017 Endo 
Society Guidelines on Gender Dysphoria. With PCOS testosterone levels may be as high as 150. With endocrine tumors testosterone 
may be in the 150-1000 range. The recommendations of the Endocrine Society/WPATH are to bring levels into the 300-1000 range 
which is 6-100 times higher than normal endogenous adult female levels. 

Michael K. Laidlaw, MD. 24 Sep 2022 


Figure 3. 


The risks of such high dose opposite sex hormones are shown in figure 4. 


Side Effects of Cross Sex Hormones 


Males on Estrogen Females on testosterone 


increased risk of myocardial infarction and | increased risk of myocardial infarction and 


death due to cardiovascular disease* death due to cardiovascular disease* 

Thromboembolism 5X Increased risk * Erythrocytosis** 

Gallstones** Severe liver dysfunction** 

Hypertriglyceridemia** Hypertension** 

Breast Cancer risk increased 46 X*** Breast, uterine, ovarian cancer risk ** 

Gynecomastia** Hirsutism, deepening of the voice** Michael K. 
Laidlaw, 

Sexual dsyfunction, infertility**** Sexual dsyfunction, infertility**** eat Be 


*Irwig MS. "Cardiovascular health in transgender people." Rev Endocr Metab Disord. 2018;19(3):243-251. **Hembree WC, et al., “Endocrine Treatment of 
Gender-Dysphoric/Gender-Incongruent Persons: An Endocrine Society Clinical Practice Guideline," The Journal of Clinical Endocrinology & Metabolism, 
Volume 102, Issue 11 (Nov. 1, 2017). ***Christel J M de Blok, et al. "Breast cancer risk in transgender people receiving hormone treatment: nationwide 
cohort study in the Netherlands” BMJ 2019; 365. (Published 14 May 2019). Laidlaw MK, Cretella M, Donovan K. "The Right to Best Care for Children Does 
Not Include the Right to Medical Transition". The American Journal of Bioethics. 19(2), Feb 2019. 


Figure 4 
Puberty Blockers as a Pathway to Sterilization 


In a Dutch study that included seventy adolescents who took puberty blockers, all seventy 
decided to go on to hormones of the opposite sex (de Vries, et al. 2011). In a follow-up study, 
the overwhelming majority went on to have sex reassignment surgery by either vaginoplasty for 
males or hysterectomy with ovariectomy for females (de Vries, et al. 2014). These surgeries 
resulted in sterilization’. This is why puberty blockers, rather than being a “pause” to consider 
aspects of mental health, are instead a pathway towards future sterilizing surgeries. 


Surgeries 
Mastectomies of healthy Breasts - Risks and Complications 
Significant scarring of 7 to 10 inches. 


The scars are prone to widening and thickening due to the stresses of breathing and arm 
movement. 


1 One patient also died due to a necrotizing soft tissue infection also known as “flesh-eating bacteria”. 


Other potential complications include the loss of normal nipple sensation and difficulties 
with wound healing (American Cancer Society, 2022). 
It is important to note that this operation cannot be reversed. The female will never 


regain healthy breasts capable of producing milk to feed a child (Mayo Clinic, Top 
Surgery, 2022). 


Other types of surgery for females - Risks and Complications 


Surgeries include those of the genitalia and reproductive tract. For example, the ovaries, 
uterus, fallopian tubes, cervix and the vagina may be surgically removed. Removal of the 
ovaries results in sterilization. 

Phalloplasty: a roll of skin and subcutaneous tissue is removed from one area of the 
body, say the thigh or the forearm, and transplanted to the pelvis. Erectile devices such 
as rods or inflatable devices may be placed within the tube of transplanted tissue in 
order to simulate erection (Hembree, Endo Guidelines 2017). The labia may also be 
expanded to create a simulated scrotum containing prosthetic objects to provide the 
appearance of testicles. 

Complications of phalloplasty may include urinary stricture, problems with blood supply 
to the transplanted roll of tissue, large scarring to the forearm or thigh, infections 
including peritonitis, and possible injury to the sensory nerve of the clitoris (Mayo Clinic, 
Masculinizing Surgery, 2022). 

A recent systematic review and meta-analysis of 1731 patients who underwent 
phalloplasty found very high rates of complications (76.5%) including high urethral fistula 


and urethral stricture rates (Wang, 2022). 


Surgeries for Males - Risks and Complication 
Removal of the testicles alone to permanently lower testosterone levels. This is by 
nature a sterilizing procedure. 
Further surgeries may be done in an attempt to create a pseudo-vagina which is called 
vaginoplasty. In this procedure, the penis is surgically opened and the erectile tissue is 
removed. The skin is then closed and inverted into a newly created cavity in order to 
simulate a vagina. A dilator must be placed in the new cavity for some time so that it 
does not naturally close. 


Potential surgical complications may include urethral strictures, infection, prolapse, 


fistulas and injury to the sensory nerves with partial or complete loss of erotic sensation 
(Mayo Clinic, Feminizing Surgery, 2022) 


Organizations which Supports Gender Affirmative Care - Multiple Problems 
WPATH is a non-medical advocacy group which has recently generated its Standards of 
Care (SOC) 8. 

These are not standards incumbent on medical doctors, but merely the product of an 
advocacy group. 


SOC 8 is dangerous: 


o Ina correction to the SOC 8, all guidelines for minimum age of surgery were 
removed, meaning a minor of any age could be referred for any of the surgeries 
above. 

All guidelines for minimum age of opposite sex hormones were also removed. 

A chapter regarding eunuchs was inserted into SOC 8 that gives 
recommendations for how to induce hypogonadism in men who have the eunuch 
"gender identity". 

o The SOC8 used an aberrant form of the GRADE approach for systematic reviews 
that removed the grading of quality of evidence and failed to provide standard 
evidence tables. 

o For at least the reasons above, in my professional opinion, WPATH 
represents a grave and immediate danger to minors, young adults, and adults 
and should not be followed by any physician, mental health care provider, or 
other medical professional. 


e The Endocrine Society updated their low quality evidence Clinical Guidelines in 2017 
(Hembree, 2017) 
o The conflict of interest was very high. 9/10 authors were WPATH members or 
worked on WPATH’s scientific committee. 
o The guideline’s disclaimer on p. 3895 states that the guidelines are not standard 
of care. 
o All of the guidelines for adolescents are low. very low quality or absent evidence. 


o Other organizations like the American Academy of Pediatrics and the American 
Psychiatric Association blindly follow the low quality evidence guidelines of the 
Endocrine Society and/or dangerous recommendations of WPATH. 


Other Nations and States are Turning against Gender Affirmative Therapy 


e In 2020, Finland recognized that “[rlesearch data on the treatment of dysphoria due to 
gender identity conflicts in minors is limited,” and recommended prioritizing 
psychotherapy for gender dysphoria and mental health comorbidities over medical 
gender affirmation (Council for Choices in Healthcare in Finland, 2020). Additionally, 
“[s]urgical treatments are not part of the treatment methods for dysphoria caused by 
gender-related conflicts in minors”. 


e In 2021, Sweden's largest adolescent gender clinic announced that it would no longer 


prescribe puberty blockers or cross-sex hormones to youth under 18 years outside 
Clinical trials (SEGM, 2021). (Gauffen and Norgren, 2021). 


e Dr Hilary Cass "was appointed by NHS England and NHS Improvement to chair the 
Independent Review of Gender Identity Services for children and young people in late 
2020” (The Cass Review website, 2022). In her interim report dated February 2022, it 
states that “[e]vidence on the appropriate management of children and youn 
with gender incongruence and dysphoria is inconclusive both nationally and 
internationally” (Cass, 2022). 


e November 2022, two Florida medical boards voted to approve rules that restrict children 
and adolescents from receiving puberty blockers, opposite sex hormones and surgeries 


to treat gender dysphoria. | testified before the FL medical board on 10/28/22 in favor of 
the restrictions. 


Michael K. Laidlaw, MD 
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Chloe Cole 


My name is Chloe Cole (@ChoooCole on Twitter) and I am an 18-year-old former trans 


identified teen. I am, and always have been female. 


I started identifying as male and socially transitioning at 12, and I began taking hormone 


blockers and testosterone at 13. I had a double mastectomy at 15. 


I detransitioned at 16 years old and I have since realized that my desire to transition was fueled 
by trauma and comorbid conditions (including autism), severe body image issues, and fear of 


growing into a woman. 


At the tender age I was, and with the skewed information I was given online and by the medical 
establishment, I couldn’t fathom that my gender dysphoria and other psychiatric issues were 


linked and was led to believe that my dysphoria was a completely standalone condition. 


With the experience and knowledge, I have now, I do not believe that pediatricians, gender 
specialists, surgeons, and their associations should be able to give “Gender Affirming” treatment 


to minors and young adults. 


Jaime Reed Materials 


I Thought I Was Saving Trans Kids. Now I'm 
Blowing the Whistle. 


There are more than 100 pediatric gender clinics across the U.S. I worked at 
one. What’s happening to children is morally and medically appalling. 


By 
February 9, 2023 
The Free Press 


Jamie Reed at home in Missouri. (Theo R. Welling.) 


Iam a 42-year-old St. Louis native, a queer woman, and politically to the left of Bernie Sanders. My 
worldview has deeply shaped my career. I have spent my professional life providing counseling to 
vulnerable populations: children in foster care, sexual minorities, the poor. 


For almost four years, I worked at The Washington University School of Medicine Division of 
Infectious Diseases with teens and young adults who were HIV positive. Many of them were trans 
or otherwise gender nonconforming, and I could relate: Through childhood and adolescence, I did 
a lot of gender questioning myself. I’m now married to a transman, and together we are raising my 
two biological children from a previous marriage and three foster children we hope to adopt. 


All that led me to a job in 2018 as a case manager at 
, which had been established a year earlier. 


The center’s working assumption was that the earlier you treat kids with gender dysphoria, the 
more anguish you can prevent later on. This premise was shared by the center’s doctors and 
therapists. Given their expertise, I assumed that abundant evidence backed this consensus. 


During the four years I worked at the clinic as a case manager—I was responsible for patient 
intake and oversight—around a thousand distressed young people came through our doors. The 
majority of them received hormone prescriptions that can have life-altering consequences— 
including sterility. 


I left the clinic in November of last year because I could no longer participate in what was 
happening there. By the time I departed, I was certain that the way the American medical system 
is treating these patients is the opposite of the promise we make to “do no harm.” Instead, we are 
permanently harming the vulnerable patients in our care. 


Today I am speaking out. I am doing so knowing how toxic the public conversation is around this 
highly contentious issue—and the ways that my testimony might be misused. I am doing so 
knowing that I am putting myself at serious personal and professional risk. 


Almost everyone in my life advised me to keep my head down. But I cannot in good conscience do 
so. Because what is happening to scores of children is far more important than my comfort. And 
what is happening to them is morally and medically appalling. 


Reed in her office. (Theo R. Welling). 


The Floodgates Open 


Soon after my arrival at the Transgender Center, I was struck by the lack of formal protocols for 
treatment. The center’s physician co-directors were essentially the sole authority. 


At first, the patient population was tipped toward what used to be the “traditional” instance of a 
child with gender dysphoria: a boy, often quite young, who wanted to present as—who wanted to 
be—a girl. 


Until 2015 or so, a very small number of these boys comprised the population of pediatric gender 
dysphoria cases. Then, across the Western world, there began to be a dramatic increase in a new 
population: Teenage girls, many with no previous history of gender distress, suddenly declared 
they were transgender and demanded immediate treatment with testosterone. 


I certainly saw this at the center. One of my jobs was to do intake for new patients and their 
families. When I started there were probably 10 such calls a month. When I left there were 50, and 
about 70 percent of the new patients were girls. Sometimes clusters of girls arrived from the same 
high school. 


This concerned me, but didn’t feel I was in the position to sound some kind of alarm back then. 
There was a team of about eight of us, and only one other person brought up the kinds of 
questions I had. Anyone who raised doubts ran the risk of being called a transphobe. 


The girls who came to us had many comorbidities: depression, anxiety, ADHD, eating disorders, 
obesity. Many were diagnosed with autism, or had autism-like symptoms. A report last year on a 
British pediatric transgender center found that about one-third of the patients referred there were 
on the autism spectrum. 


Frequently, our patients declared they had disorders that no one believed they had. We had 
patients who said they had Tourette syndrome (but they didn’t); that they had tic disorders (but 
they didn’t); that they had multiple personalities (but they didn’t). 


The doctors privately recognized these false self-diagnoses as a manifestation of social contagion. 
They even acknowledged that suicide has an element of social contagion. But when I said the 
clusters of girls streaming into our service looked as if their gender issues might be a 
manifestation of social contagion, the doctors said gender identity reflected something innate. 


To begin transitioning, the girls needed a letter of support from a therapist—usually one we 
recommended—who they had to see only once or twice for the green light. To make it more 
efficient for the therapists, we offered them a template for how to write a letter in support of 
transition. The next stop was a single visit to the endocrinologist for a testosterone prescription. 


That’s all it took. 


When a female takes testosterone, the profound and permanent effects of the hormone can be 
seen in a matter of months. Voices drop, beards sprout, body fat is redistributed. Sexual interest 
explodes, aggression increases, and mood can be unpredictable. Our patients were told about 
some side effects, including sterility. But after working at the center, I came to believe that 


teenagers are simply not capable of fully grasping what it means to make the decision to become 
infertile while still a minor. 


Side Effects 


Many encounters with patients emphasized to me how little these young people understood the 
profound impacts changing gender would have on their bodies and minds. But the center 
downplayed the negative consequences, and emphasized the need for transition. As the 

center’s website said, “Left untreated, gender dysphoria has any number of consequences, from 
self-harm to suicide. But when you take away the gender dysphoria by allowing a child to be who 
he or she is, we’re noticing that goes away. The studies we have show these kids often wind up 
functioning psychosocially as well as or better than their peers.” 


There are no reliable studies showing this. Indeed, the experiences of many of the center’s patients 
prove how false these assertions are. 


Here’s an example. On Friday, May 1, 2020, a colleague emailed me about a 15-year-old male 
patient: “Oh dear. Iam concerned that [the patient] does not understand what Bicalutamide does.” 
I responded: “I don’t think that we start anything honestly right now.” 


rom > 
Sent: Friday, May 1, 2020 11:58 AM 


To: Reed, Jamie lll 
Subject: Re: Letter 


Oh dear. I am concerned that EEE does not understand what Bicalutamide does. 
It's not 

just a blocker, it will cause breast development.... the family seemed certain that 
was their first 

choice of therapy to start with. The statement made in the letter that: "At times it 
seems scary, 

so she wants to move slowly, but eventually sees herself as being on estrogen," is 
concerning.... 

and the wrote name at the end.... 


What do we do now? 


From: Reed, Jamie 

Sent: Friday, May 1, 2028 12:12 PM 
To: 

Subject: RE: Letter 


I don’t think that we start anything honestly right now. 

I think that this is a letter saying wait more time and yes I think that gg does 
not understand what 

Bicalutamide does. 


Bicalutamide is a medication used to treat metastatic prostate cancer, and one of its side effects is 
that it feminizes the bodies of men who take it, including the appearance of breasts. The center 
prescribed this cancer drug as a puberty blocker and feminizing agent for boys. As with most 


cancer drugs, bicalutamide has a long list of side effects, and this patient experienced one of them: 
liver toxicity. He was sent to another unit of the hospital for evaluation and immediately taken off 
the drug. Afterward, his mother sent an electronic message to the Transgender Center saying that 
we were lucky her family was not the type to sue. 


How little patients understood what they were getting into was illustrated by a call we received at 
the center in 2020 from a 17-year-old biological female patient who was on testosterone. She said 

she was bleeding from the vagina. In less than an hour she had soaked through an extra heavy pad, 
her jeans, and a towel she had wrapped around her waist. The nurse at the center told her to go to 

the emergency room right away. 


We found out later this girl had had intercourse, and because testosterone thins the vaginal 
tissues, her vaginal canal had ripped open. She had to be sedated and given surgery to repair the 
damage. She wasn’t the only vaginal laceration case we heard about. 


Other girls were disturbed by the effects of testosterone on their clitoris, which enlarges and 
grows into what looks like a microphallus, or a tiny penis. I counseled one patient whose enlarged 
clitoris now extended below her vulva, and it chafed and rubbed painfully in her jeans. I advised 
her to get the kind of compression undergarments worn by biological men who dress to pass as 
female. At the end of the call I thought to myself, “Wow, we hurt this kid.” 


There are rare conditions in which babies are born with atypical genitalia—cases that call for 
sophisticated care and compassion. But clinics like the one where I worked are creating a whole 
cohort of kids with atypical genitals—and most of these teens haven’t even had sex yet. They had 
no idea who they were going to be as adults. Yet all it took for them to permanently transform 
themselves was one or two short conversations with a therapist. 


Being put on powerful doses of testosterone or estrogen—enough to try to trick your body into 
mimicking the opposite sex—-affects the rest of the body. I doubt that any parent who's ever 
consented to give their kid testosterone (a lifelong treatment) knows that they’re also possibly 
signing their kid up for blood pressure medication, cholesterol medication, and perhaps sleep 
apnea and diabetes. 


But sometimes the parents’ understanding of what they had agreed to do to their children came 
forcefully: 


On Thu, Jun 9, 2022 at 11:20 AM M wrote: 
Hello, 


Please be advised that I’m revoking my consent for this course of medical treatment. 
Grades 

have dropped, there’s been an in-patient behavioral health visit and now he’s on 5 
different 

medications. Lexipro, Trazadone, Buspar, etc. 


WM is a shell of his former self riddled with anxiety. Who knows if it’s because 
the hormone 

blockers or the other medications. I revoke my consent. I want the hormone blocker 
removed. 

Thank you. 


Neglected and Mentally Ill Patients 


Besides teenage girls, another new group was referred to us: young people from the inpatient 
psychiatric unit, or the emergency department, of St. Louis Children’s Hospital. The mental health 
of these kids was deeply concerning—there were diagnoses like schizophrenia, PTSD, bipolar 
disorder, and more. Often they were already on a fistful of pharmaceuticals. 


This was tragic, but unsurprising given the profound trauma some had been through. Yet no 
matter how much suffering or pain a child had endured, or how little treatment and love they had 
received, our doctors viewed gender transition—even with all the expense and hardship it 
entailed—as the solution. 


Some weeks it felt as though almost our entire caseload was nothing but disturbed young people. 


For example, one teenager came to us in the summer of 2022 when he was 17 years old and living 
in a lockdown facility because he had been sexually abusing dogs. He’d had an awful childhood: 
His mother was a drug addict, his father was imprisoned, and he grew up in foster care. Whatever 
treatment he may have been getting, it wasn’t working. 


During our intake I learned from another caseworker that when he got out, he planned to reoffend 
because he believed the dogs had willingly submitted. 


Somewhere along the way, he expressed a desire to become female, so he ended up being seen at 
our center. From there, he went to a psychologist at the hospital who was known to approve 
virtually everyone seeking transition. Then our doctor recommended feminizing hormones. At the 
time, I wondered if this was being done as a form of chemical castration. 


That same thought came up again with another case. This one was in spring of 2022 and 
concerned a young man who had intense obsessive-compulsive disorder that manifested as a 
desire to cut off his penis after he masturbated. This patient expressed no gender dysphoria, but 
he got hormones, too. I asked the doctor what protocol he was following, but I never got a straight 
answer. 


In Loco Parentis 


Another disturbing aspect of the center was its lack of regard for the rights of parents—and the 
extent to which doctors saw themselves as more informed decision-makers over the fate of these 
children. 


In Missouri, only one parent’s consent is required for treatment of their child. But when there was 
a dispute between the parents, it seemed the center always took the side of the affirming parent. 


My concerns about this approach to dissenting parents grew in 2019 when one of our doctors 
actually testified in a custody hearing against a father who opposed a mother’s wish to start 
their 11-year-old daughter on puberty blockers. 


I had done the original intake call, and I found the mother quite disturbing. She and the father 
were getting divorced, and the mother described the daughter as “kind of a tomboy.” So now the 
mother was convinced her child was trans. But when I asked if her daughter had adopted a boy’s 
name, if she was distressed about her body, if she was saying she felt like a boy, the mother said 
no. I explained the girl just didn’t meet the criteria for an evaluation. 


Then a month later, the mother called back and said her daughter now used a boy’s name, was in 
distress over her body, and wanted to transition. This time the mom and daughter were given an 
appointment. Our providers decided the girl was trans and prescribed a puberty blocker to 
prevent her normal development. 


The father adamantly disagreed, said this was all coming from the mother, and a custody battle 
ensued. After the hearing where our doctor testified in favor of transition, the judge sided with the 
mother. 


From: Reed, Jamie 
Sent: Wednesday, June 23, 2021 10:55 AM 


O ie | 
Subject: RE: Request Guidance 


Thanks, I was not having any issue with interpreting or understanding the elements 
that she commented 

on below. I was looking at the bigger question about how consent is now being 
determined. 


My concerns are that the Judge is essentially removing the element of parental 
consent and placing it in 
our hands. 


The Judge could have awarded the medical decision making to the Dad or awarded the 
legal custody to 

the Dad. 

Instead the Judge put in the center’s hands the decision making for medical 
transition. And this is a 

patient who is not yet 16. 


-Jamie 


‘1 Want My Breasts Back’ 


Because I was the main intake person, I had the broadest perspective on our existing and 
prospective patients. In 2019, a new group of people appeared on my radar: desisters and 
detransitioners. Desisters choose not to go through with a transition. Detransitioners are 
transgender people who decide to return to their birth gender. 


The one colleague with whom I was able to share my concerns agreed with me that we should be 
tracking desistance and detransition. We thought the doctors would want to collect and 
understand this data in order to figure out what they had missed. 


We were wrong. One doctor wondered aloud why he would spend time on someone who was no 
longer his patient. 


But we created a document anyway and called it the Red Flag list. It was an Excel spreadsheet that 
tracked the kind of patients that kept my colleague and me up at night. 


One of the saddest cases of detransition I witnessed was a teenage girl, who, like so many of our 
patients, came from an unstable family, was in an uncertain living situation, and had a history of 
drug use. The overwhelming majority of our patients are white, but this girl was black. She was 
put on hormones at the center when she was around 16. When she was 18, she went in for a 
double mastectomy, what’s known as “top surgery.” 


Three months later she called the surgeon’s office to say she was going back to her birth name and 
that her pronouns were “she” and “her.” Heartbreakingly, she told the nurse, “I want my breasts 
back.” The surgeon’s office contacted our office because they didn’t know what to say to this girl. 


My colleague and I said that we would reach out. It took a while to track her down, and when we 
did we made sure that she was in decent mental health, that she was not actively suicidal, that she 
was not using substances. The last I heard, she was pregnant. Of course, she’ll never be able to 
breastfeed her child. 


‘Get On Board, Or Get Out’ 


My concerns about what was going on at the center started to overtake my life. By spring 2020, I 
felt a medical and moral obligation to do something. So I spoke up in the office, and sent plenty of 
emails. 


Here’s just one example: On January 6, 2022, I received an email from a staff therapist asking me 
for help with a case of a 16-year-old transgender male living in another state. “Parents are open to 
having patient see a therapist but are not supportive of gender and patient does not want parents 
to be aware of gender identity. I am having a challenging time finding a gender affirming 
therapist.” 


I replied: 


“I do not ethically agree with linking a minor patient to a therapist who would be gender affirming 
with gender as a focus of their work without that being discussed with the parents and the parent 
agreeing to that kind of care.” 


From: Reed, Jamie 

Sent: Thursday, January 6, 2022 12:52 PM 

To: 

Subject: RE: therapy resource 

Attachments: ME Mental Health Providers Updated Version 11_2021.docx 


This might be best discussed on a call, but | do not ethically agree with linking a minor patient to a 
therapist who would be gender affirming with gender as a focus of their work without that being 
discussed with the parent and the parent agreeing to that kind of care. 


Within the center we do not link minor patients to gender affirming care without the consent of at 
least one parent or legal guardian. 


With that said we have a list of therapist fora ttached. 


Sincerely, 


In all my years at the Washington University School of Medicine, I had received solidly positive 
performance reviews. But in 2021, that changed. I got a below-average mark for my “Judgment” 
and “Working Relationships/Cooperative Spirit.” Although I was described as “responsible, 
conscientious, hard-working and productive” the evaluation also noted: “At times Jamie responds 
poorly to direction from management with defensiveness and hostility.” 


Things came to a head at a half-day retreat in summer of 2022. In front of the team, the doctors 
said that my colleague and I had to stop questioning the “medicine and the science” as well as their 
authority. Then an administrator told us we had to “Get on board, or get out.” It became clear that 
the purpose of the retreat was to deliver these messages to us. 


The Washington University system provides a generous college tuition payment program for long- 
standing employees. I live by my paycheck and have no money to put aside for five college tuitions 
for my kids. I had to keep my job. I also feel a lot of loyalty to Washington University. 


But I decided then and there that I had to get out of the Transgender Center, and to do so, I had to 
keep my head down and improve my next performance review. 


I managed to get a decent evaluation, and I landed a job conducting research in another part of 
The Washington University School of Medicine. I gave my notice and left the Transgender Center 
in November of 2022. 

What I Want to See Happen 


For a couple of weeks, I tried to put everything behind me and settled into my new job as a clinical 
research coordinator, managing studies regarding children undergoing bone marrow transplants. 


Then I came across comments from Dr. Rachel Levine, a transgender woman who is a high official 
at the federal Department of Health and Human Services. The article read: “Levine, the U.S. 
assistant secretary for health, said that clinics are proceeding carefully and that no American 
children are receiving drugs or hormones for gender dysphoria who shouldn't.” 


I felt stunned and sickened. It wasn’t true. And I know that from deep first-hand experience. 


So I started writing down everything I could about my experience at the Transgender Center. Two 
weeks ago, I brought my concerns and documents to the attention of Missouri’s attorney general. 
He is a Republican. I am a progressive. But the safety of children should not be a matter for our 
culture wars. 


Given the secrecy and lack of rigorous standards that characterize youth gender transition across 
the country, I believe that to ensure the safety of American children, we need a moratorium on the 
hormonal and surgical treatment of young people with gender dysphoria. 


In the past 15 years, according to Reuters, the U.S. has gone from having no pediatric gender 
clinics to more than 100. A thorough analysis should be undertaken to find out what has been 
done to their patients and why—and what the long-term consequences are. 


There is a clear path for us to follow. Just last year England announced that it would close the 
Tavistock’s youth gender clinic, then the NHS’s only such clinic in the country, after 

an investigation revealed shoddy practices and poor patient treatment. Sweden and Finland, too, 
have investigated pediatric transition and greatly curbed the practice, finding there is insufficient 
evidence of help, and danger of great harm. 


Some critics describe the kind of treatment offered at places like the Transgender Center where I 
worked as a kind of national experiment. But that’s wrong. 


Experiments are supposed to be carefully designed. Hypotheses are supposed to be tested 
ethically. The doctors I worked alongside at the Transgender Center said frequently about the 
treatment of our patients: “We are building the plane while we are flying it.” No one should be a 
passenger on that kind of aircraft. 
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Jamie Reed 


January 26, 2023 


(Via electronic mail — c/o josh.devine@ago.mo.gov) 


Honorable Andrew Bailey 

Attorney General - State of Missouri 
Supreme Court Building 

207 W. High Street 

P.O. Box 899 

Jefferson City Missouri 65102 


RE: Complaint 
Dear Attorney General Bailey: 


My name is Jamie Reed. I was employed at the Pediatric Transgender Center at Washington 
University School of Medicine at St Louis Children’s Hospital (hereinafter the “Center”) for 4 
years, and 4 months, from July of 2018 until November of 2022. During that time I held the case 
manager position at the Center. Please accept this correspondence as a formal complaint 
concerning questionable medical practices and treatment of minors by the Center. 


I have decided to come forward to report serious concerns I have about the medical care being 
provided by the Center causing harm to patients and their families. This includes the rapid 
medicalization of children; poor assessments of mental health concerns prior to provision of 
gender altering treatment; medicalization of children without prior and adequate therapeutic 
treatment; lack of appropriate, informed written consent of parents and youth; and actual, 
permanent and irreversible harm and injury caused by the medical treatment provided at the 
Center. 


The lack of informed consent includes known and unknown possible adverse reactions to 
treatment not being disclosed to parents. The concerns also include the intentional abuse and 
intimidation of parents who do not fully support medicalization and/or gender altering 
treatment of their children. It includes the intentional decision not to request knowledge or 
copies of custody agreements/orders before visits, and to see minor patients in the Center 
without the knowledge of all legal guardians that the visit was occurring. The Center accepted 
parental consents even when a parent explicitly stated that they felt pressured to consent, and 
stated that they were not completely comfortably but felt that they had no choice but to say yes. 
This abuse goes so far as to include appearances and testimony of Center physicians and 
directors against such parents during court proceedings. The Center also advised public school 
districts to withhold from parents information concerning their child’s gender identity and 
medical interventions in furtherance of gender transition being undertaken at school. 


During my time at the Center cases of questionable treatment and failure to adhere to the 
appropriate and applicable standard of care far outweighed the cases where clear positive 
outcomes were seen. I observed patients with significant mental health and trauma histories 
being medically transitioned without continuing mental health support. I witnessed treatment 
being continued even after negative medical and mental health outcomes were observed. I also 
witnessed increasing numbers of youth who decided, after receiving treatment, to de-transition, 
as well as, desisting patients with resulting residual and permanent physical and mental health 
injury from gender altering treatment provided by the Center. 


In addition to inappropriate medical treatment, Directors and primary care providers at the 
Center, Dr. i ond Dr. SS, during testimony before the Missouri 
Legislature, intentionally misrepresented what was occurring at the Center. These individuals 
did not speak honestly about the nature and extent of the care and treatment provided by the 
Center. These same individuals also misrepresented the type, nature and extent of the care the 
Center was providing to the hospital administration and other medical providers. They 
repeatedly, and consistently, misrepresented what was occurring with respect to surgical care 
(i.e., referrals/providing children surgical contacts/knowledge that children were having 


surgery). 


Center leadership created and facilitated a culture that emphasized, prioritized, and placed the 
power and authority of treatment decision making into the hands of the prescribing and treating 
physicians exclusively. Administrative leadership: i 20¢ i were 
and remain dismissive, and at times hostile, to support staff who raise legitimate ethical and 
medical treatment concerns and issues. The hospital administration supported the prescribing 
and treating physicians without having a full and complete understanding about treatment and 
what was actually occurring with the patients. 


The Center leadership did not make it a priority and failed to monitor and track the care being 
provided to Clinic patients. The Center had no functional means of following or tracking patients 
who were started on gender altering treatments, no ability to adequately follow the outcomes 
from the interventions, and failed and/or refused to support any meaningful efforts support 
staff undertook and utilized to complete the necessary and appropriate patient follow up. 


The Center Clinic directors and administrators created a culture of, “get on board or get out” and 
regularly intimidate Center staff in an attempt to silence ethical and medical concerns being 
raised by staff. This was overtly evidenced in 2022 in phone calls with staff and at a retreat 
where Clinic Directors Dr. u ond Dr. a confronted two staff 
members who had been raising concerns stating, “it was not acceptable to even use the word 
‘concerns’ any longer to the doctors regarding the care” or use the phrase, “red flags”. u 
WE 2 vised all personnel in attendance at the retreat that we needed to, “either get on 
board or get out.” The administration and Center leadership repeatedly and consistently refused 
to acknowledge that the nature of gender altering care and treatment is rapidly changing, that 
the presenting patients have changed, that the applicable standard of care is under review and 
revision, and that the science is not ‘settled’. 


Center Clinic co-directors, Dr. u and Dr. a, devoted only a small 
percentage of their time to actually running the Clinic and managing an exploding and 
challenging patient population. Center administration did not provide any direct oversight of 
clinical practices. There was no evidence that Center division directors: Dr. gg) and Dr. 

were aware of the changes to guidelines and standard of care and did not 
provide clear direct oversight to policies, practices and procedures in the Center. 


The culture at the Center Clinic became so toxic that support staff, with serious and legitimate 
concerns, nonetheless felt compelled to remain working at the Center (to their own detriment) 
because if they left no one would provide essential follow-up, or checks and balances necessary 
to countermand the unethical decisions, medical harm and permanent injury resulting from 
Center treatment. Medical harm and injury I witnessed include vaginal lacerations that required 
surgical repair due to the testosterone’s damage to the vaginal tissues, liver injury due to 
medications being prescribed that are not within any standards of care (bicalutamide), mental 
health worsening after initiation of puberty blockers and cross sex hormones (including suicide 
attempts and increased hospitalizations), and harm to families. 


The essential elements of proper and medically appropriate care and treatment require actual, 
objective assessment, genuine informed consent, therapy, and, when appropriate, mental health 
care in advance of physical treatment. These basic tenants are at the core of recognized, 
appropriate,and acceptable medical treatment. I can no longer support medical 
transition/gender altering treatment of children provided by the Center because these essential 
tenants, which are necessary to first do no harm, are not being followed. 


Finally, attached is a copy of Pediatric Transgender Center, the document I prepared outlining 
Center treatment practices, actions and failures to act. 


It is my hope that you're office will open an investigation into the questionable and harmful 


practices of the Center. 


Very truly yours, 


Jamie Reed 
cc: Hon. Joshua Devine, Solicitor General (josh.divine.ago.mo.gov) 


Enclosure 


